programs were designed, coordinated and supported by the CEC of the Center of Excellence. Over time, the programs evolved into an integrated, multigenerational model for lessening health disparities; this intersection was largely facilitated by the RHDS, an annual health education seminar that brings researchers and community members of all positions
ADDRESSING SPECIFIC COMMUNITY NEEDS
In recent decades, much public health training in the United States has targeted higher education audiences and adult community liaisons. 2 Although our community-university (CU) partnership recognizes the importance of these training sectors, our CBPR model focuses just as heavily on promoting an interest in community health in adolescent years, through a pipeline fostering education, financial resources for academic growth, summer and academic-year activities, and social/community support on an intergenerational scale. Our multigenerational CBPR model highlights the opportunistic growth that occurs when a CU partnership extends its health education efforts to support the academic aspirations of adolescents in the same communities. This approach both expands the reach of federal funding and increases opportunities for impact and sustainability.
ALABAMA'S HEALTH DISPARITY CRISIS AND SOLUTIONS FOR EQUITABLE CARE
The disproportionately poor health of minority popula- Second, we endeavor to develop a new generation of health care providers and health care researchers who will focus on the reduction of health disparities in their future programs of study.
Our approach to CHA is to empower individuals impacted by health disparities so that they may take the lead in the fight against inequities that they have personally experienced. The CHA program was the primary method to achieve this objective. The second objective was addressed through our pipeline programs, which encourage students from underserved communities to enter career paths committed to reducing health disparities.
Recruitment
The CHAs and YCHAs plan their own programs, with support from the health education specialist assigned to the program.
Notably, the YCHAs planned and delivered a "One Night Stand against Health Disparities," an evening health fair to target health concerns they identified as high priorities for teens. They identified and invited health and lifestyle experts, designed T-shirts and flyers, performed skits, and selected the venue and food for the event.
We focus here on the specific methodology that provided opportunities for intersection between the pipeline and CHA programs via the RHDS. The use of CBPR strategiesspecifically including focus groups, note-taking and analysis, and roundtable discussions-proved to be most effective in bringing together the adult and youth participants to set priorities for maximizing health information dissemination.
The RHDS has created a supportive environment for health advocacy that is age appropriate, culturally sensitive, and highly operative.
Intergenerational Power Through RHDS
The purpose of the RHDS is to bring community members Multifocused Projects. Some CHA-led projects focused on multiple community priority areas, as this one that addressed all four issues-health literacy, nutrition, family health, and mental health-through education at a 5-day summer day camp in low-income communities.
Replicability and Feasibility
The format of the annual RHDS is certainly replicable, even with low resources. The key to our success has been in providing an environment that encourages all ages to speak openly with equal empowerment for their suggestions to be heard and implemented. The CHA/YCHA and STARS AND STRIPES programs require considerably more resources.
These programs would have been difficult to achieve without grant funding.
LESSONS LEARNED
The intergenerational model could be replicated in any setting where adult CHAs and an academic pipeline exist. The challenge is funding the basic programs. Other challenges are finding compatible schedules for CHAs/YCHAs, combating age segregation and age stereotypes, and discovering innovative ways to sustain the programs when funding ends. We have found different motivation among CHAs and YCHAs.
The CHAs demonstrate more group cohesion and commitment over time, whereas YCHAs respond to incentives and opportunities that they can link directly to future employment or academic success. As our grant funding draws to a close, College readiness for the schools that participate in the pipeline program is calculated by the College Readiness Index, which takes into account student exposure to and pass rates for advanced placement courses. Although graduation rates were greater than 81% for all participating schools, College
Readiness Index scores for all of our target schools were less than 25%.
LIMITATIONS AND OPPORTUNITIES IDENTIFIED
This article has focused on the intersection of the CHA and YCHA programs through the vehicle of the RHDS. Reporting specific evaluation methods and findings for the individual programs was beyond the scope of this manuscript. We have reported some success data, specifically related to the pipeline completion rates and college entry, the retention of CHAs, and the long-term success of CU partnerships. We have also identified innovative intergenerational strategies. 
DISCUSSION
Education pipeline models described elsewhere in the literature rarely report the use of health advocacy as a training mechanism to prepare minority high school students for the health professions. 18, 20 While the health workforce is now considered more diverse than the overall U.S. population 21 and there is a consensus that diversification of health professionals is an effective strategy for combating health disparities, 20, 21 little attention is given to the importance of arming future health professionals with CBPR approaches at an early age. 13, 20 Furthermore, there are several research implications for providing a platform for adult and youth advocates to discuss community problems side by side. Intergenerational approaches to health have the capacity to change perspectives on disparities for youth and adults, including stereotypes about age in general, health behavior, and cultural ideologies. 22 Future research directions may also include the effect of such an approach on retention of health advocates and on the longevity of youth participants in professional health programs and beyond.
CONCLUSIONS
The evolution of our multigenerational approach to health education and equity delineates the input of community members, leaders, and academic researchers. Community voices continue to drive our priority focal points and action plans.
Although we have faced a number of challenges in our decision to branch these programs, the benefits for community involvement and empowerment have been numerous. With health disparities largely divided along lines of educational attainment and race/ethnicity, the high graduation rates from our program are a strong source of motivation and selfefficacy for our youth and adult CHAs and for a continued CU partnership. We argue that, when possible, all CHA efforts should include participation from underserved youth, thereby opening a dialogue that will better inform community health education, training, and policy today and in the future.
